Trichotillomania -one of the rare symptoms in psychiatry is defined as compulsive desire to pull out hair from one's scalp leading to baldness and sometimes involving eyelashes and eyebrows (Tiling, 1975) and not a disease entity. Many a time, patient eats pulled hair, thus usually associated with Trichobezoar (Aleksandrowiez and Mares, 1978) . There is no specific age of its occurrence. It is commonly found in children (Stadeli, 1963) and in maladjusted females in age groups of teens to forty years (Home, 1977) .
Trichotillomania may be a manifestation of conflicting situations such as disturbed mother-child relationship, inadequate communication with family members or constant stress in school (Tiling, 1975) , sibling rivalry (Kumar et al, 1982) , raised inner psychic aggression against parents (Nakona, 1977) , disturbed life pattern (Stockman, 1962) , lack of competitive environment, over indulgence by parents and autoaggression (Sethi et al, 1968) or inadequate emotional satisfaction (Stockman 1962 , Stadeli 1963 , Monroe & Abse 1963 .
Microscopic study of hair was made by Lachapelle and Pierard (1977) and found a few histological changes like empty hair duct, plucked out hair bulb, clefts in the hair matrix and many other changes.
Trichotillomania can be seen in association of neurotic illnesses like anxiety or depressive neurosis, schizophrenia or endogenous depression etc. (Freedman & Kaplan 1967) . Tiling (1975) reported two cases of Trichotillomania with psychosis. The present case on whom detailed psychometric examinations were carried out, is associated with depression and such case has not been reported so far in literature atleast in an industrial set up.
Case Report
Master S.A., 12 years old unmarried Muslim male, a student of class VII was referred by Dermatologist to the Department of Psychiatry, Bokaro General Hospital, Bokaro Steel Plant, Bokaro Steel City. His complaints were headache, weakness, irritability, sadness, poor interest in self and surroundings, poor concentration in reading, appetite poor, pain in calf muscles and pulling out his hair of one year duration.
One year back patient had multiple boils on his scalp and felt the need to scratch the head and thereby pull out hair at times. After treatment by Dermatologist, the phenomenon disappeared completely. Two months later, his symptoms reappeared following beating by his teacher in the presence of his classmates.for no fault of him. The boy would get irresistible desire to pull out his hair several times a day when remained alone. Hair pulling would increase following stressful situations in school or family. On specific occasions, postponment of the desire of pulling hair would not produce any apparent features of anxiety. The patient never made an attempt to eat the pulled out hair. This was associated with other features of depression like sadness, weakness, irritability, poor interest in self and surroundings etc.
The patient belongs to unitary family of lower socio-economic status. He is the eldest among five brothers only. He was born normally at full term, had normal mile-stones of development and had no history of neurotic traits initially. Schooling started at the age of six years and his scholastic performance was above average (I.Q = 136.50 on Alexander's Pass Along Test). Gradually, the patient developed symptoms like stubbornness, oversensitivity, rage reaction, agression and hostility against siblings and parents on birth of each new born sibling mainly because of conflict between both parents over child rearing practice. Father is reported to be overprotective to other siblings and care free regarding household affairs. Also expected from patient to make unrealistic sacrifices for his younger brothers or else he would show harsh behaviour towards the patient.
Mother, on the other hand, though more intelligent than her husband, had neurotic traits since her childhood (had two attacks of conversion reaction after marriage), would feel burdensome to manage large family. The patient would become scapegoat of their internal conflict and aggression. He developed a very prominent sibling rivalry specially against his immediate younger brother. Of late, patient started developing guilt feelings over his undesirable behaviour. This particular environment made the personality of the patient as obsessive.
Physical examination of the patient revealed an area of baldness over the left parieto -temporal and occipital region. In rest of the scalp, hair were very short and scattered. Histopathological examination of broken hair did not reveal anything abnormal. General and systemic examinations did not show any pathology. In his mental status examination, rapport was difficult mainly because of his personality characteristics of shyness and reservedness. His psychomotor activities were retarded. Patient was depressed and had features of anxiety. There was no evidence of hallucination, delusion, habituation or addiction etc. Patient had no insight into his problems. All these clinical findings were also confirmed by various psychological tests. In subsequent sessions, the patient revealed lack of warmth and inadequate communication with the parents.
The boy was treated with Tri-imipramine (Surmontil=50-200 mgms/day) and Chlordiazepoxide (Librium=5-15 mgms/day), family counselling, insight oriented psychotherapy and relaxation therapy. The boy was followed up in out patient department regularly for a period of one year. With the treatment, now, he has completely recoverded, no longer pulls his hair, has become sociable and amiable with siblings and pears, remains cheerful and relaxed, takes adequate interest in studies and there is a significant reduction in hostile feelings against parents. He has developed full insight into his problems.
Psychological tests administered on him after the treatment supported the above observations.
Discussion
The present case is a boy of superior intelligence with high need for achievement. Parents have high expectations from his academic performance but, paradoxically, their expectations are not matched by adequate guidance and proper school placement. The school is a substandard one and rampant in indiscipline, house is located in an unhygienic social milieu (in comparison to other localities in the town) thus unable to provide competitive environment to the patient. These factors further worsened his emotional problems that had been existing as a result of severe sibling rivalry, parental pathology and unimaginative child-rearing practice by the parents. All these factors combined together generated inner aggression against parents and anxiety which gradually led to depression with self inflicting injury by way of pulling hair. Outcome of the treatment has been satisfactory because of co-operation extended by parents and the patient as well. Sethi et al (1968) , MacLaughlin & Nay (1975) , Bornstein & Rychtarik (1978) and Gardener (1978) reported favourable outcome of the treatment with rigorous therapies both physical and psychological.
